IN the whole domain of gynaecology there are no cases so common as those which generally go by the name of " chronic endometritis." This term has been commonly used to denote a class of cases which are well known clinically but difficult to define. They are usually understood as cases of disordered uterine secretion (this term being used in a wide sense), which are not associated with any great enlargement of the uterus, or any indication of fibroid or malignant growth, or any marked alteration in the uterine appendages. We find, however, that this title has been employed to denote two groups, which appear, on the surface at least, to differ in their atiology, although the symptoms are the same. In the first group the symptoms seem to date from a confinement or a miscarriage, and these have generally been regarded as the result of some inflammatory change; in the second the patients are either unmarried or have never been pregnant, and any inflammatory change of the usual septic or specific origin seems out of the question.
That the whole subject is still in a state of confusion is apparent to every one whose duty it is to try and give a clear account of minor gynwecology to medical students. At the present time one turns in vain to the pathologist for light. Concerning the pathology of the endometrium there is still comparatively little definitely known. The role which is played by the various uterine structures in the production of the ailments which we are considering is still unsettled. Some attribute D-12 the symptoms mainly to alterations in the endometrium, although they differ as to what these alterations consist in; others believe them to be caused by abnormalities in the mesometrium, and these, again, differ as to whether the muscular tissue, or the connective tissue, or the blood vessels are mainly at fault. From this confusion we cannot hope to emerge completely till uterine pathology has made great advances. Further investigations may reveal some change, associated with the symptoms which indicate an inflammatory condition; but the absence of well-marked microscopic changes, taken in conjunction with the history of many of the cases, seems to indicate that real chronic inflammation of the endometrium is rare. Nevertheless, we propose in this contribution to continue the use of the name "chronic endometritis," with the definite statement at the outset that we do so merely as a matter of convenience. Until the pathology of the conditions grouped under this heading has been more fully worked out, no other course seems open.
It may be well at first to state the objects of our inquiry, the clinical material at our disposal, and the method of obtaining the information.
The main object of the inquiry was to ascertain the result of the direct treatment of the endometrium bv curetting, and curetting alone, and the comparison of the results so obtained in different types of cases. Further, we wished to find out the relative frequency of the various symptoms and the result of treatment in each individual symptom.
The clinical material consisted, in the first instance, of 255 hospital and 163 private cases, in all of which notes had been made before treatment; but this material was reduced by the fact that definite information as to the later results of treatment was only obtained in 172 hospital and 95 private cases. We have thus 267 completed cases, a study of which forms the basis of this paper. The inquiry was limited to cases of chronic endometritis only; no case was included in which other complications existed, such as descent of uterus or vaginal walls, changes in tubes or ovaries, or evidence of chronic pelvic peritonitis. Further, only those cases were made use of in which a period of at least twelve months had elapsed since the treatment.
The information was obtained by sending out a list of printed questions to each patient. Most of these questions were framed so that a " Yes " or " No " was all that was required in the way of answer. All the patients were treated by one of the authors (Donald), but the inquiries in the hospital cases were made by the other (Shaw). In this way it was hoped we might eliminate replies of too favourable a kind, due to the desire to please. In regard to the private patients, inquiries were made by the operator. The comparison of the two sets of replies shows a remarkable similarity in result.
SYMPTOMS.
The symptoms of chronic endometritis are menorrhagia, metrorrhagia, leucorrhoea, dysmenorrhoea, and aching (discomfort or dragging) in the lower abdomen, or more rarely in the sacral region. This latter symptom is referred to afterwards as " chronic pain."
All these symptoms are not present in every-case; as a rule, one or two are well marked, and the others are absent or exist in a minor degree. Excessive haemorrhage and leucorrhcea are the symptoms generally recognized as those of chronic endometritis, and in our opinion (for reasons which are stated later) dysmenorrhoea may also be due to an abnormal condition of the endometrium. The chronic abdominal pain we believe to be due to the enlargement of the uterus. It is most pronounced and most frequent when the increase in size is well marked, but even a moderate amount of enlargement of the body will cause it, if there exists also an extreme flexion. There are some other local troubles which seem undoubtedly caused by chronic endometritis, such as vaginismus, dispareunia, and irritability of the bladder. In some of our cases these were noted as being present along with the other symptoms, but, as accurate notes on these points were not kept in all cases, we think it better not to notice them more fully. Further, we have not noted still more remote disturbances, such as general ill-health, dyspepsia, headache, &c., as it is impossible to be sure that these are really symptoms of the uterine condition.
In the following table we give the frequency of the various main symptoms. We have classified the patients into three classes: (1) Parous, (2) married sterile, (3) virgins:- The physical signs of chronic endometritis are mainly enlargement of the uterus. with undue tenderness on bimanual examination. The uterus is practically always enlarged; it may sometimes feel small if it is in a position of acute anteflexion, but the sound when passed is found almost invariably to go half or three-quarters of an inch beyond the normal, sometimes even an inch or more. The effect of the enlargement is to cause exaggerated anteversion, or if the isthmus is unduly pliant an acute anteflexion results; sometimes there is retroversion or retroflexion. The following table shows the. relative frequency of the forward or backward position of the fundus. No distinction is made between flexion and version:- It will be noticed that the parous women and the virgins show a remarkable contrast. Anteflexion is twice as common in virgins as retroflexion, while in the parous woman the conditions are reversed. The married sterile class seems intermediate, with a tendency to anteflexion. In virgins the so-called " cochleate " uterus is frequently found associated with chronic endometritis; the lower portion of the uterus as high as the internal os is infantile in type, and runs backwards so as to simulate a retroversion. The body of the uterus, on the other hand, is well developed, and is bent sharply forwards. In all three classes erosion of the cervix is not uncommon, especially in cases in which leucorrhcea is a prominent symptom. The erosion generally affects both lips of the cervix, but sometimes is found only in one. The situation of the erosion was not found to bear any relation to the position of the uterus. It will be noticed that we have made no distinction between cervical and corporeal endometritis. In the class of cases that we are dealing with cervical endometritis was always regarded as being the result of the trouble in the corporeal endometrium, and no difference was made in regard to the treatment.
RESULTS OF CURETTING.
General Result.-It will be noted that each patient was asked to state her opinion as to the general result of the operation. While we fully admit that in some circumstance the conclusions from such an inquiry might be regarded as of smnall value, there are two considerations which appear to us to miake the results thus obtained fairly reliable. Firstly, each patient who was asked to give the result of the operation was also asked to give the result as regards each special symptom, and in this way her reply to the general question could be corroborated. Secondly, the number of cases is sufficiently large to reduce the source of error to a small proportion: The result would have come out still better if allowance had been lmlade for a certain number of cases in which there had been an error in diagnosis; some cases have been included in which such an error has since been discovered. Perhaps the most common mistake was made in cases in which there was a small intramural fibroid; the symptoms in these cases are often precisely the same as those of chronic endometritis, and it is not possible always to detect the early stages of a fibroid by bimanual examination. In two of the private cases the uterus has since been removed by other surgeons for uterine fibroid, and in three other cases we have found a fibroid some years later. In these cases the symptoms are more likely to be aggravated than relieved by curetting; the thinning of the endometrium lessens the amount of tissue between the uterine cavity and the tumour, and the latter is therefore more likely to be driven towards the cavity, and haemorrhage and pain are thus increased. In our opinion it is probable that 4 per cent. or 5 per cent. of our cases were really cases of small intramural fibroids. Then, again, some cases were no doubt cases of so-called chronic metritis; and when this trouble has been of long standing, nothing short of a hysterectomy gives relief. Further, there were cases in which the uterine troubles occurred in women of a neurotic temperament, and some of these replied in general termns that they were no better even when they admitted that two out of three of their old symptoms had disappeared. It might be urged that against these might be placed some neurotic cases in which the uterine symptoms had been mainly subjective, and in which benefit had occurred partly as the result of suggestion. After all, the general results are only slightly affected by these exceptions, and the figures only confirm the general impressions which we had formed from long-continued and careful observation.
Date of Improvement.-The large majority of the patients did not obtain the full benefit until some months after the operation. From this fact two deductions may be reasonably made: firstly, that the improvement was not due to dilatation; and, secondly, that it was not the result of mere suggestion, as in both of these conditions the improvement would have followed at once. In this connexion we may note that the question of the treatment of a neurasthenic patient by resting, nursing, and feeding does not apply in any of our cases; they were practically never under our care longer than a week. We cannot explain why the full benefit of the operation should be delayed; it may be that the endometrium takes some time to be normally constituted after the scraping-a similar state of things holds good, we understand, in regard to the progress after an operation for post-nasal adenoids-or it may be that some gradual involution of the muscular tissues takes place as a result of the operation.
Relapses.-The following table shows that of the 230 cases which were improved as the result of curetting, forty-one had some return of sytnptoms at a later date. Many of these cases are not really relapses, but fresh attacks dating from another confinement or miscarriage; but to obtain the permanent results of the one curetting it is necessary to subtract all cases in which the symptoms had reappeared, and to ignore all special causes. The following table therefore gives the final results:- As to the cause of the real relapses we know nothing. It may be that the curetting was not sufficiently thorough in these cases, or it may be that the original cause of the local trouble remained still active.
A second curetting was done in six cases in which the operation had been unsuccessful, and five of these showed marked improvement. In four cases a second operation was performed, because the old symptoms had recurred without obvious cause after a time. This second operation was followed by marked relief in every case. All of these latter patients had been relieved for some years by the first operation, and were eager to have it repeated.
THE RESULT OF TREATMENT IN REFERENCE TO EACH INDIVIDUAL
SYMPTOM.
(1) Dysmnenorrhma.-This was the most frequent symptom in the nulliparous patients and one of the most frequent in the parous women, and, as will be seen from the table, was one which was most amenable 'to treatment. The percentage of good results was very similar in all three classes of cases-parous, sterile, and virgins The oetiology of dysmenorrhoea is still somewhat obscure. It may undoubtedly be caused by conditions outside of the uterus. It is a common conlplaint anmongst women whose tubes and ovaries are matted together as the result of an acute inflammation, and in these cases it is doubtless due to the congestion of organs which are bound down by adhesions. But we do not know the cause of dysmenorrhoea in cases in which the uterus and its appendages are quite mobile, and where there is no new growth. If we reason by analogy from pain which occurs in other hollow organs containing non-striped muscle, we must conclude that it is due to irregular or painful contractions. This still leaves the question unsettled as to why these irregular contractions should be set up; certainly narrowness of the cervical canal is in itself not sufficient to cause painful menstruation. Every gynecologist has seen cases of extreme narrowing of the external or marked flexion at the internal os, where there has been no complaint of dysmenorrhoea; and, on the other hand, acute dysmenorrhoea may exist in cases where a large sound passes with ease into the uterus. Probably the most acute pain during menstruation is suffered by some patients who are the victims of what is called " membranous " dysnienorrhcea. We are therefore justified in concluding that some abnormal conditions of the endometrium, or of its secretions, may cause severe dysmenorrhcea. The results of curetting go to confirm this: more than 80 per cent.
of all cases were entirely cured or much relieved by this means. We have already pointed out that the full benefit was generally delayed for some months, and that this proves that the relief was not due to dilatation of the canal. For this reason we believe that mere dilatation is not sufficient in cases of uterine dysmenorrhcea; curetting must also be performed. We have no doubt that there exists a distinct type of case in which some abnormality of the endometrium co-exists with an extreme flexion at the internal os. In the majority of cases of so-called endometritis in virgins this type of uterus was found. The condition seems to be due to faults in development; there is an unequal developmiient of the upper and lower portions of the uterus; the cervix in these cases seems to remain infantile in type, while the body undergoes development, and an acute flexion is in this way prod-aced. In the great majority of cases in our tables classified as " married, sterile," the same type of uterus was found. The condition may even persist in women who have had children, but in this group this type of uterus was not commonly found. A study of our cases strengthens the opinion that intramural fibroids at an early stage of their development m-ay cause acute dysmenorrhcea. It was a notable symptom in the cases in which a uterine fibroid was found at a later stage, and in these no relief of the dysmenorrhcea followed the curetting.
Leucorrhoea.-The table below shows that this symptom is not quite so amenable to treatment as dysmenorrhoea:- The results are good as regards married women, but in rather more than a third of the cases in virgins there was no improvement. There are some writers who seem to hold the opinion that leucorrhoea in these virginal cases is mainly vaginal in origin; one might almost infer that they believed that a sort of transudation of serum occurs in young women who are aneemic or in a weak state of health. There was no evidence in any of our cases in support of the vaginal origin of the discharge; it could always be demonstrated that it came from the cervical canal or from the cervix, or, in other words, that there was a real catarrh of the uterus. In none of the cases was there any reason, either from the history or physical signs, to suspect gonorrhceal infection; in no case did the vaginal mucous membrane show any sign of inflammation;
all doubtful cases were excluded. In some of the cases cervical erosion was very extensive, and the discharge was of the thick, glairy variety. More commonly there was quite a narrow red ring, or erosion, round the external os, and the discharge could be seen coming from the cervical canal and was thinner in consistence. In the cases of cervical erosion which are considered in this paper, no treatment beyond curetting was adopted; in other cases, which we are not at present considering, where there was marked hypertrophy of the cervix, excision of the diseased tissue was employed. Chro)ic Abdominal Pain.-From this table it can be seen that quite good results followed the curetting: 
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It is impossible to say whether this pain is merely the result of mechanical dragging, or whether it is a " referred " pain caused by an abnormal condition of the endometrium; but it disappeared after curetting in about 84 per cent. of all the cases.
Menorrhagia.-The results as regards menorrhagia were also good, as will be seen from the table: Metrorrhagia was not a frequent symptom, but the table shows that when it occurred in virgins it was cured in almost every case by the operation In comparing the results of treatment in the various symptoms, it will be seen that they were best as regards dysmenorrhcea and chronic abdominal pain, and were least satisfactory as regards leucorrhcea.
THE POSITION OF THE UTERUS.
Our collected cases gave us the means of answering the inquiry as to whether the results of the operation were influenced by the position of the uterus. The practical importance of this question is obvious when we consider that a great many gyntecologists believe that the symptoms we have just been discussing, and which we have called those of chronic endometritis, are often produced by backward displacement of the uterus. We have been unable to find, however, an explicit statement as to how (step by step) a retroversion can cause dysmenorrhcea, menorrhagia, or leucorrhcea.
Great importance is attached by some to a passive congestion which is said to be caused by the uterus strangling itself in its own ligaments. This is pure theory; there is no direct evidence of this venous congestion; the cervix is not bluer in these cases of retroversion, nor is there any bleeding of a darker colour than the ordinary uterine haemorrhage. Further, exactly the same symptoms are found in cases where the uterus is anteverted or anteflexed, so that even if retroversion is one cause, it is not the only cause of the trouble which we have classified as chronic endometritis. Not one of the many ardent believers in " fixation " or suspension" operations has ever been bold enough to advocate these measures in cases of heavy anteversion or anteflexion. An erosion of the cervix, if associated with retroversion, is treated by these enthusiasts by ventrofixation or Alexander's operation, but an erosion of the cervix in an anteverted uterus has a different kind of treatment, or none at all.
The effect of treatment by curetting only must cast some light on the causation of the symptoms; if they are produced by a retroversion, then curetting should have no effect, or a very temporary one at best, unless it were followed by some operation to pull up the retroverted fundus. When we come to examine our cases, we find in our series of hospital cases that 101 patients had anteflexed or anteverted uteri, and 87 had retroflexed or retroverted uteri. Seventy-five of these latter 87 with backward displacement replied to our questions, and the result was that 66 (or 88 per cent.) were improved, while nine (or 12 per cent.) were no better:- This result is even better than that for all cases taken together (see Table III ), which gives 86X1 per cent. improved and 13'9 per cent. not improved. In other words, curetting in cases of retroversion was followed by results which are rather better than those in cases of anteversion. In many cases the symptoms entirely disappeared while the so-called displacement remained. In other cases it was found later on that the uterus had assumed a position of anteversion.
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We are aware that good results-as regards the cure of symptomsare claimed by those who practise ventrofixation. We can well believe that, if there is some degree of prolapse associated with the other changes in the uterus, the sensation of weight or dragging may be relieved by this operation. But we have no statement from these operators as to the exact results on the individual symptoms, and, on the other hand, we have cases to show that dysmenorrhoea, menorrhagia, and leucorrheea commonly persist after the uterus has been fixed up.
In the discussion on endometritis at the annual meeting of the British Medical Association in 1909 there was one speaker who expressed himself as tired of the discussion as to whether curetting or fixation was to be preferred in the treatment of retroversion, and said that in these cases he always did both. This is no doubt characteristic of the attitude df a good many. But, in the first place, it is surely the aim of every man who takes a scientific interest in his work to find out what is at the root of symptoms; and, secondly, if curetting alone is sufficient to cure a large proportion of cases, why should all these patients be subjected, in addition, to what is, after all, a serious operation, and one which in quite a considerable proportion of cases causes trouble in afterlife. We believe our cases prove that curetting is successful in nearly 90 per cent. of cases of backward displacement not associated with prolapse. Of the remaining 10 per cent., some may be cured by a second curetting, some will prove to be associated with an intramural fibroid, and others to be cases of chronic metritis. It is our custom, when a minor degree of prolapse exists as well, to perform a plastic operation on the posterior vaginal wall after curetting. These cases, however, come under rather a different category, and we have purposely not included them in this present inquiry. THE EFFECT OF CURETTING ON STERILITY. Amongst the symptoms of chronic endometritis we did not include sterility, as there must always be an element of doubt as to the cause of this condition. Nevertheless, we find it frequently associated with the other symptoms: of the 156 married women in our list, 75 (or 48 per cent.) were sterile. This point was not investigated in detail, so that we cannot give the actual figures relating to the duration of the sterility; but the operation was performed in only a very few cases within a year of marriage, and most of the patients had been married for at least three years. After curetting, 22 of the 75 (or 29 3 per cent.) became pregnant. That is to say, nearly one woman in three of those who were previously sterile became pregnant after the operation-a result which compares favourably with results of dilatation only, or of bisecting the cervix, as given by other authors. There was one striking case in which a patient was sterile after thirteen years of married life, and suffered from severe dysmenorrhcea. After curetting she had no more dysmenorrhcea and became pregnant after two periods.
THE OPERATION.
It is unnecessary to give details as to the method of operating, but we wish here to express the opinion that the treatment we have advocated must be thorough if it is to be of any benefit. A mere superficial and irregular scratching is worse than useless, as it tends to give rise to the impression that curetting is an operation of no value. Both anterior and posterior surfaces of the uterus must be scraped, firmly, evenly, and methodically, with a sharp curette. Of all gynmecological operations it is the one which most demands a prac.tised hand. But when it is done thoroughly, and in suitable cases, there is no more valuable measure, as we think the results of our inquiry go to prove.
DISCUSSION.
Dr. AMAND ROUTH considered that the authors were really speaking of cases of chronic metritis. He did not believe that cases of chronic endometritis ever occurred apart from changes in the vessels and muscle of the uterine body, nor did he believe that such cases as these had true inflammation of the endometrium, but rather that there was overgrowth of the endometrium arising from a previous pathogenic or saprophytic infection or associated with subinvolution. In these cases, as the authors themselves admitted, the body of the uterus was enlarged and often retroverted and prolapsed. Curettage cured many of these cases because it removed the overgrowth of adenoid tissue and led to absorption of the congestive and inflammatory products in the muscular and vascular tissues of the uterus. Thus lightened in weight, the prolapse, or retroversion, was often spontaneously rectified during the subsequent rest in bed, though no d6ubt in suitable cases these results could be hastened by appropriate temporary help from pessaries. He considered ventrofixation very rarely required, and agreed with the authors that a congenital retroversion or retroflexion per se was often asymptomatic.
It was not either necessary or desirable to curette all cases of dysmenorrhcea requiring treatment. There were many causes of dysmenorrhcea, both constitutional and local, and if these causes were absent an empirical dilatation would relieve quite as well as curettage.
Dr. T. G. STEVENS did not agree that the pathologists could offer no suggestion as to the nature of the lesion in the so-called condition of endometritis. He considered that the thickening of the uterine mucous membrane observed in these cases was truly the result of inflammation, and in most instances due to infection. At the same time he believed that the same appearance might occasionally occur as a result of long-continued congestion. Inflammation did not consist solely of a leucocytic infiltration, but also comprised local overgrowths of the fixed tissues of the part. In endometritis there was rarely leucocytic infiltration, but Dr. Stevens held that the appearances so well known represented the overgrowth moiety of a chronic inflammatory process.-Dr. Stevens also was glad to hear that Dr. Donald believed that curettage could cure dysmenorrhcea. This naturally followed in cases of endometritis, but Dr.
Stevens also considered that it was the proper treatment after dilatation in cases of spasmodic dysmenorrhea in which no endometritis could be demonstrated. He did not believe that dilatation alone would cure many cases of dysmenorrhaea, but agreed that temporary benefits for a few periods might be the result. Dr. Stevens agreed that endometritis occurred in virgins, and l)ointed out that minor degrees of erosion of the cervix were often found in cases of dysmenorrhea. Such cases were always accompanied by excessive menstrual losses.
Dr. HUBERT ROBERTS thought that the definition of endometritis as given by the authors was rather vague and based only on symptoms, and that it would have been of more value if microscopical evidence lbad also been pro-(luced. The question of endometritis was always a difficult one; it seemed not merely an inflammatory condition, but one often associated with adenomatous overgrowth; further, the endometrium in cases described by the authors was not the only part of the uterus affected, but the musculature, vessels and lymphatics must often be involved. Regarding the (luestion of dysmenorrhcea, Dr. Roberts took the condition to be a painful colic or spasm of tlle uterus, and, as pointed out by Champneys and Herman, a sharp distinction must be made between true primary dysmenorrhoea with pain at the time, and pain tit between the periods which often depended on some pathological pelvic product, and therefore was not true dysmenorrhcea at all. Dr. Roberts did not agree with the authors that flexions and versions, as such, could be the cause of endometritis or of dysmenorrhea. Vedeler's statistics had proved this. Further, in virgins, anteversion was the tormial position of the uterus, while retroversion and retroflexion were signs of uterine descent. Such descent was frequent after much child-bearing, and such uteri were often large and " subinvoluted." Dr. Roberts regarded the subinvolution as the cause ratlher than the result of any concomitant endometritis. As to the question of curetting in dysmenorrhaea, Dr. Roberts thought that it was rather the dilatation than the curetting that did good; he also expressed his doubts as to occurrence of real membranous dysmenorrhcea. Dr. Roberts did not think that true dysmenorrhcea could occur in parous women. He had always been under the impression that parturition was the only and best cure for dysmenorrhcea, and that painful menstruation in parous women often depended on some pathological condition in the pelvis resulting from parturition, such as inflamed ovaries or tubes. Dr. Roberts asked the authors if they could explain the occurrence of cervical erosions in virgins, as they certainly occurred in cases where any question of infection, such. as gonorrhcea or tubercle, could be eliminated.
Mr. TARGETT thanked the authors for their interesting and valuable communication. He thought that the form of endometritis which occurred in young girls and caused severe menorrhagia was allied to adenoid vegetations in the nasopharynx, and histologically the curettings consisted largely of lymphoid tissue rather than glandular hypertrophy. He did not advise curetting as a routine treatment in spasmodic dysmenorrhcea, because in cases of scanty menstruation due to deficient uterine function there was a very real danger of causing complete stoppage of menstruation-much to the detriment of the patient. Where the menstrual function was normal, except for the severe pain, he considered curettage a 'necessary part of the treatment by dilatation of the cervix.
The PRESIDENT (Dr. Macnauglhton-Jones), having thanked the authors for the discussion of a subject wlhichl was of interest to all practitioniers, said that everything depended on the type of endometritis they had to deal with. Were there collateral conditions present associated with or causing the endometritis ? What was the nature of the discharge, and what were the microscopical results as shown by the curetting ? He made it a rule after all curettage operations to have the debris reported on. In a large number of these, when the conditions were benign and suppuration was absent, the pathological reports were singularly alike-mainly showing glandular and cellular changes. Occasionally, however, a suspicion of malignancy was discovered or the malign or gonorrhceal origin was established. Many cases were associated with tubal and ovarian affections or displacements, or some intra-uterine growth and severe erosions. To differentiate chronic endometritis from what was loosely spoken of as metritis, where the uterus was enlarged, was not possible. The two were frequently co-existent. He could understand a permanent exaggerated anteversion or an anteflexion being a source of future trouble after curettage, but that a retroflexed uterus should be regarded more favourably from the point of view of prognosis he could not. "Leucorrliea " was a term often loosely applied, and, if the discharge were not examined microscopically, might mean anything. He did not believe in dilatation without curettage for the cure of a dysmenorrliea associated with endometritis. The canal quickly reverted to its original state. Dysmenorrhcea he had seen many times present in a parous woman. This depended on the cause of the dysmenorrhcea. It might, for example, have a central nervous origin and the genitalia be found quite normal, as in the instance of some neurasthenic women. He would like to know whether the displacements remaining after curettage were subsequently treated by the authors. Assume, for example, that an ovary was prolapsed at the same time as the uterus was curetted.
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Dr. FLETCHER SHAW, in reply, said several of the speakers had discussed endometritis from a pathological standpoint. This was entirely outside the scope of the paper. One criticism raised was that the cases of dysmenorrhcea were cured by the dilating, not by the curetting. He thought it was due to the ctLretting, because (1) Dysmenorrhcea seldom occurs alone, but generally along with some change in menstruation; no amount of dilating would cure menstrual changes, but curetting did; so very probably it is the curetting which also cures the dysmenorrhcea. (2) Many cases of dysmenorrhoea occur without a stenosed cervix. (3) Many cases of dysmenorrhwea commence after a confinement, when the cervix has received its maximum dilation. (4) The cases of dysmenorrhcea which he had seen treated by dilatation alone had not been nearly so successful as those treated by curetting. (5) Most of our cases steadily improved for some months after the operation. Dr. Roberts was quite mistaken in attributing to the authors the opinion that endometritis or dysmenorrhaea was due to a flexion or version; one of the main objects of the paper was to uphold the contrary. Another criticism raised was the old bogey of retroflexion. He did not consider retroflexion caused the symptoms, because (1) the symptoms occurred in normally placed, anteflexed and retroflexed uteri;
(2) retroflexed uteri often occurred without symptoms; (3) in the cases quoted in the paper, the results were slightly better in retroflexed uteri than in normal and anteflexed uteri. He considered that no patient with the symptoms of endometritis ought to be submitted to the risk of ventrofixatiop until curetting had been given a thorough trial.
Dr. DONALD, in replv, said that although Dr. Shaw and he had tried to make it perfectly clear at the beginning of the paper that the subject which they were bringing forward merely concerned a certain clinical group of cases, and that they were merely using the term "endometritis" as a matter of convenience, nevertheless many of the criticisms were only concerned with the question of nomenclature. It was a difficult thing to prevent a discussion about words and names, but they had done their best to clear the ground at the very beginning of the paper. The only other point that he wished to refer to was the President's inquiry as to what other procedure was adopted in cases of retroversion associated with prolapsed ovary or ovaries. He wished it to be clearly understood that the cases discussed in his paper were those in which the uterus was mobile, in which there was no prolapse of the pelvic floor, and in which there was no disease of the appendages. The point of the treatment was that the position of the uterus was absolutely ignored, and no attempt was made after the operation to alter a retroversion into an anteversion. If a prolapsed ovary was found, provided there was no evidence of cystic disease or adhesions, this condition was also ignored. He wished again to draw attention to the fact that the results in cases of retroversion were really better than those in which the uterus was anteverted.
